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We attach jdiotostat of First Report of Injury sustained Febru­
ary 16. 1971. by James L. Lemke. who was struck on his head by 
a tie falling from the A. & B. Hill to the tram. 

Because of the similarity of this Injury to that most serious in­
jury sustained by Joseph Just several years ago, we telephoned 
Hr. Finch and learned that Mr. Lemkc had been released from Che 
Methodist Hospital and had returned to work. We ere most for­
tunate that Mr. Lemke was not Injured as seriously as was Mr. 
Just. 

This is the portion of the A. & B. Mill that we have been trying 
to revise to pfevent Injuries of this type. Mr. Finch is asking 
the company who recently rebuilt the A. & B. Mill to Inspect the 
guards on the mill apron to determine if they can work out a spring 
lock arrangement to be activated by a foot lever .to make sure Chat 
the guards are in place %phen the employee moves to straighten Che 
Ciea. 

We would appreciate any assistance you can give Mr. Finch regard­
ing improvement In the safety features of the A. & B. Mill. 

Very truly yours. 

R. i, Boyle^ 

RJB:LS 

End. 

ec: Mr. H. L. Finch - St. Louis Park 

219541 
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FIRST REPORT OF INJURY 
IMPORTANT: Th'ii icciion muil b« com* 

pleted by the employer. 

^2^9rS>y6l ^ 
(m^et % SPCROI SeawiyNwr*## loyet t SPCIOI VcbKtly Nwi 

Z.1S.71 / 
PMt el tloii»«d Iniwr 

.12. 

EMPIOYEE 

StNO THIS REPORT IN TRIPLICATE TO: 

EMPLOYERS MUTUAL LIADILITY lUSURAHCE 
COMPANY OF WISCONSIN 

p. O. ROX TISP • MINNtAPOlll, MINNtSOIA S5440 • PHONE |«ll) tlP.PVCI 

imuill't MINNESOTA WIIMHOIOINO TAX NUMttI RAiSPPP 

THE Mil#. 
WE WItl THE A (ErOPT WITH 

WOPKMfN S COMPtNWTIQN rOMMISStON WHtN NECESSABV. 

1. Employee nome (lost) 
2. Street oddress XLQ. 
3. Birth 

IFIrst) , JAiia 
rity liOrKIKS Stote 'lyM* 

tQ F • Occupation MLL OPCiUTCR 
Married Q Seporoted Q Divorced Q 

•(M.I.I Le., Tel. No.. 
.Zip Code. 

4. Moritol stotoi-Single • 
5. Type of employmenli Fu!l.timeI0 Porl-lime Q Seosonol • Volurrteer Q If other, specify. 
6. Type of work program, if opplicabte: Apprentice Q Gi Q If other, specify . 
7. Average earnings per week S . Check if earnings ore based on piece work. Q 
8. Straight-lime worked: Hours per day P Number of days worked per week S 
9. Average over-time worked: Hours per day Number of days worked per week 

10. Straight time rote: S per hour. Over-fime rote: S____«_per houf. 
11. If part-time worker, state total omount earned, total number of days worked and tofol number of weeks 

worked in the lost 36 weeks. S days w»elt« Number of 
hours normally worked by full-time employees per week 

12. If furnished in addition to wages, state weekly value of: Board $ 
13. Did employee hove other regular employment ot time of injury? If yes, where? , 

; Lodging $. i Others. 

EMPLOYER 

Tel. No. .222=2251. 14. nrTT.T.v TAP citriCM. csip. 
15. Type of ownership: Individual • Partnership • Corporation JQ If other, specify 
16. Employer s oddress ygpn VAT VF:T rrrrtrgP 

City gr. l/yjis RUUt State tTWtSSarTA Zip Code 
17. Nome of employer representative or supervisor who Frst received knowledge of injury S. Ci.'L'"yi 
18. Date when notice wos received 2-lS»71 Time of day injury occurred, , .A.M.Sfti' P.M. 
19. Location where injury occurred A (1 R * 

NATURE 
AND 
EXTENT 
OF INJURY 
OR 
DISEASE 

30. Nature of claimed injury or disease HEAP IKJURT 
31. Did claimed injury or disease cause loss of time? YesEQ NoQ If yes, lost day worked? .2*12=21. 
22. Were full wages paid (or lost day worked? Yes B No Q 
23. Has employee returned to work? Yes • No Q If yes, when ___________________ 
24. If injury or diseose resulted in death to employee complete the following: Date of death ____ 

Nome of dependent or next-of-kin ' Relationship _____ 
Address 3 

7^ 
MEDICAL 
AND 
HOSPITAL 

25. Nome of treating physician l"f, r-nTllC.rr^TTAl 
Address ggOQ HVCHLilOllT DLVP. 

26. Hospital Address 

, Tel. No. 

27. Did employer authorize medical treatment? Yes No • 

CAUSE 
OF 
INJURY 

28. Describe how injury <wrnffe4M*TTr; Tn.'.nT':r, TTTS rilQ?; A ^ 11 MIJ. TO 
TKo cvER_To_rrR.\i<;!:TF.i_TT 1 f.?: MT.ON, 
vV.•n'.uutiiio, 106I 01 ajiplumcc cciu'sTiiglniury Ylg - IllT^'iT^.g II! iVii 
30. Did any emDlovee ohysicol handicoo contribute to cause of injury? Yes • No M H VVL, how? 30. Did any employee physicol handicap contribute to cause of injury? 

JilVJl-Vi-
Yes • 'No B H y". 

31. What action has been token to prevent recurrence? 

Doted 
lOaSERVE INSTRUCTIONS ON REVERSE SIDE J 
WC 10? Dtc t9«« Uptorn CI «lMh IIMIII IM WWR 

H . A.ie 

Signed by _ 

OfTicial Title 

Phone No. . 222*2251. 

PUITiT M\MA.CE51 




